stomach. Mercury bougie passed; resistance at 15 in., suddenly overcome by slight pressure. No attack during next week. Bougie then passed under X-ray screen; bougie seen to be curled up inside cesophagus; impossible to introduce through cardia. When csophagus half full of barium dyspncea commenced and swelling appeared in neck; some barium vomited, attack stopped suddenly.
Thereafter: Six attacks instantly cured by emptying cesophagus of 300 to 400 c.c. fluid. Attempts to dilate cesophagus via oesophagoscope failed. 8.10.42: Discharged; oesophageal wash-outs arranged thrice weekly.
Since then: No further attacks; weight steady. Dr. PARKES WEBER said that the cesophageal enlargement (megcesophagus) connected with "cardiospasm" or "achalasia " might be of three main types: (1) Simple fusiform;
(2) sac-like, with a baggy or sac-like enlargement surrounding the lower orifice;
(3) twisted. The bending or twisting was due to enlargement in length as well as in breadth-a necessary kind of natural adaptation. In the second and third types the coiling of a rubber stomach-tube in the cesophagus constituted a misleading source of danger. In the third type (if not in the others also) the megcesophagus seemed to be (at least potentially) congenital and increased gradually with the patient's age, without obvious symptoms, until a stage was reached when decompensation occurred, as shown by dyspnceic and cardiac attacks. In such attacks the careful withdrawal through a tube of cesophageal contents should be regarded as an emergencv measure.
History of case.--J. V., aged 36, a private in the Belgian army, was admitted to hospital on May 15, 1942, having previously been in perfectlv good health. In February 1942 while crossing the Atlantic he had an attack of hamoptysis. Since then he has had three recurrences. He has also had a cough with mucoid sputum. He has lost weight and appetite. There has been a dull pain beneath the left costal margin for two months. X-ray examination: An X-ray of the chest (fig. 1 ) showed a dome-shaped shadow above the left diaphragm. The splenic shadow was lying below this. No evidence of pulmonary tuberculosis was seen. A lipiodol injection showed no evidence of bronchiectasis, but a poor filling was obtained owing to the nervousness of the patient. A barium nical showed a normal stomach and colon, neither of which appeared to enter the shadow in the recumbent position. A pneumothorax was induced and showed the shadow to be separate from the lung (fig. 2) . A pneumoperitoneum showed the spleen could be clearly defined lying across the base of the shadow when 200 c.c. of air was introduced. After 600 c.c. the shadow was seen to be completely filled with air, showing what appeared TO be a large eventration of the diaphragm (fig. 3 ). There was no paradoxical movement of the diaphragm on the affected side but the shadow increased in size when the diaphragm descended on inspiration and decreased in size on expiration.
Comment.-Pneumoperitoneum is an investigation which is not very frequently performed, and to which there are few references in the literature. Mr. J. E. H. Roberts was I believe the first in this country to use the method, which he described in an article published in the British Medical Journal in November 1920. Other articles by Carelli in 1923 and Zeitlin in 1930 have appeared in American journals of radiology. By using larger quantities of air or oxygen and taking radiographs in different positions most of the solid viscera of the abdomen can be visualized and the induction of pneumoperitoneum is also likely to be of especial value in the investigation of affections of the diaphragm.
